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provides important prognostic information (5). Unfortu- 
nately, it has important limitations in elderly patients be- 
cause cf the physical stress employed and the KG auks 
that &em the induced myocardial ischemia. Dynamic 
exercise may be unfeasible orinadequate in elderly patients 
because ofthe high prevalence of severe arthritis, 
V~S&N disease, chronic pulmonary disease, neur 
or generalized weakness and physical &conditioning. More- 
over, -50% of patients >65 years of age have abnormal rest 
tic evaluation (f4-17) of cor- 
ocular, the prognostic value of 
ventricular dysfunction was 
clearly established in patients evaluated early after acute 
consisted of262 patients 
it for a first episade of 
fkrction, Of these 262 
e Study 8rQup consisted of190 patients 
4 * 3-3 years, range 65 to 78, 147 men 
cIinicaUy uncomplicated acute myo~ar- 
&line echocardiographic study of satisfac- 
tory quality and availability o 
had a history of systemic 
differed from the younger (< 
general popuIation ofthe EP 
ischemia with respect to a 
p 9 MD), gender distribution (23% in 
women compnred with 12% in the yo 
and rest wall motion score index (1 
myacardial ~ofarctio~ a 
stems were used, In the studies 8s welt as 
obtained when possible. During the test, new areas of 
abnormal wall motion were identified in multiple views 
whenever possible. Test positiviry was based ou the detec- 
tion of a transient asynegy ofcontraction that was absent or 
of a lesser degree at the baseline examination. Regions that 
were akinetic or dyskinetic at rest were excluded from the 
analysis. The videotapes were analyzed by a cardiologist- 
echocardiographer whohad no knowledge ofthe clinical and 
angiographic data and met quality control criteria for stress 
ech~~i~~a~hic readings required to enter the residual 
ischemia subprqject ofthe EPIC study (20). A wail motion 
score index was derive for rest and peak di~y~~amo~~ 
ech~ardiograms in each patient. The left ventricle was 
divided into t I segments. The 11 left ventricular segments 
considered for the analysis were: apex: ~~P&MI and distal 
anterior septum; proximal nd distal inferior septum; prox- 
imal and distal anterior wall; proximal nd distal lateral wall, 
and proximal nd distal inferior wall (20). 
Segmentat wall motion was graded as: normal (normal 
access either to chaical and a~g~ogra~hic dataor to the 
concerned. 
The second criterion was based on 
20 consecutive studies from each cant 
20 studies were examined ina blinde 
rienced cardiologist-echocardjogra~ber of the coordinating 
center, whose reading was arbitrarily assumed to be the 
reference standard. It was assumed that he minimal thresh- 
old of concordance to pass ahty control bad to be 
~80%. The concordance ut Bower than that for the 
first type of reading because nd set of tapes was not 
selected on the basis of superior quality but randomly 
sampled from each center in a consecutive fashion. 
All 11 enrolled centers met the minimal requirements for
cllu 
data were obtained from at 
least one of the fohowing sources: review 
hospital record, personal communication w 
physician and review of the patient’s chart, 
view with the patient conducted by trained personnel and 
interview of the patient by a staff physician at regular 
intervals in the outpatient clinic. The outcome vents were 
angina, coronary revascularization proc 
artery bypass urgery and c~~~~~~y a 
Student t test (two-tailed). Statistical 
eier life table estimates of survival, hard event-free 
survival, spontaneously occurring event-free survival and 
all event-free survival rates were used to su 
follow-up experience in these patients and to clarify presen- 
iation. When event-free survival was stratified on the basis 
o resultant curves 
s 
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echocardiographic findings in patients are listed it-t Table 1. 
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to address the issues of either diagnostic accuracy for 
angjographically ssessed coronary artery disease or com- 
parison with exercise lectrocardiography, we found that 
consistent with previous experiences (24), a positive dipyr- 
idamole chocardiographic testresult was more frequently 
sso&ted with a positive xercise stress test (24). Our data 
further substantiate the prognostic value of dipyridamole 
echocardiography, as previously shown in a variety of 
patient subsets, rmging from those with chronic oronary 
artery disease (14), early postinfarction patients (1620) to 
ajar noncardiac vascular su 
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dipyridamole cchocardio 
ostic ~t~ti~cation of elde 
one was c~nside~d, The low positive 
predictive value of w p0aitive test result v 
cardiac cvcnts shsuld be considarc 
~~v~~~~c~ of ardiac events in pa 
infarction who have no contrain- 
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ardiography. This finding may be due to the 
of nonfatal myocardial infarctions (only sev- 
but it is dso not uncxpcctcd because even a “physio- 
” approach cannot predict phenomena such as fissura- 
embslization, ulceration and thrombosis, which are 
largely unrelated to the hemodynamic severity of plaque. It
is also obvious that the ologic mechanisms of 
death, reinfarction and un na are not likely to be 
the sww and no sin& test can simultaneously address all 
rices in survival can bc easily identified by 
mortality rate das, as can be 
t.ho elderly group (‘IS> than in 
@spite the similar follow-up time 
achieved by the response to 
tion Wdures in the pup with a positive dipyridamole 
echocardiography was 113 (Zg%) of 40‘7 patients in the 
overall study group but only 13 (IS%) of 85 in the eP 
group. in our previoudy reported (20) overall analysis of the 
EPIC study patients, we showed that interventions dra 
ically reduce the risk in the patients w
amole chocardiography result (with 
vascularization showing an 1 I-fold 
comparison with those without r~vascu~a~~~tio~). There- 
too old for risk str~ti~cation. 
stratification can be safely an 
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